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Letters to the Editor
Comment on ‘‘Cholecystectomy in sickle cell disease patients: Is there more
acute chest syndrome after laparoscopy? A case controlled study’’
Editor,
I read with great interest the article by Diarra et al.1 I totally
agree with authors that acute chest syndrome (ACS) is one of the
most feared postoperative complication in patients with sickle
cell disease (SCD) who are undergoing any surgical intervention.
However, I disagree with the authors’ conclusion that laparoscopy
is associated with a higher risk of ACS. Moreover, I disagree with
their suggestion that whenever laparoscopy is performed in SCD
patients, the hospital stay should be extended beyond three days.
In our institution, we tend to discharge our SCD patients early after
laparoscopic cholecystectomy (within 24–48 h) and none ever
needed postoperative ICU management.2 Delaying their discharge
for three days or more is not going to detect more ACS or help to
prevent it from happening. This argument of longer hospital stay
is valid after open rather than laparoscopic abdominal operations
as the former is often associated with marked postoperative wound
pain that hinders adequate respiration and expectoration. Treat-
ment of pain – including that of postoperative – in patients with
SCD is one of the most daunting tasks that faces health professional
caring for those patients and inadequate postoperative analgesia
can certainly trigger ACS. Furthermore, failure to shorten hospital
stay by late discharge of patients defeats one of the major
advantages and beneﬁts of minimally invasive surgery. Staying
longer in hospital will certainly discourage adequate mobilization
with all its attendant risks. Laparoscopy, however, is associated
with less pain, early ambulation and therefore guards against
such complication.
Our local experience with SCD patients who are undergoing
surgery (open and laparoscopic) showed that the laparoscopic
group fares better.3,4 We hardly encountered ACS after laparoscopic
procedures.
Moreover, one needs to be very cautious in interpreting the ﬁnd-
ings of this article for two reasons: (1) it is ﬂawed with all the
pitfalls of any retrospective study and (2) the severity of SCD varies
from one part of the world to another. The kind of SCD that we
encountered in our region is believed to be milder than that
encountered in Africa and USA. Our patients have high level of
foetal haemoglobin (HbF) which acts as a protector and a guard
against vasoocclusive crises and ACS. Therefore – based on this
article – we should not deprive this high risk group of patients
the beneﬁts of laparoscopy. Finally I do agree with the authors
that a randomized controlled studies need to be conducted in coun-
tries that deal with such patients. It is only then that the real fact of
laparoscopic superiority can emerge.
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illusionDear Sir,
A 65-year-old womanwas scheduled for a re-excision of positive
margins after an initial wide excision of a breast cancer. Apreoperative scintiscan for a sentinel node biopsy was performed
with a subdermal injection of 99Tc radio-labelled colloid. When
the scans were seen in the operation theatre, they looked odd
(Fig. 1). The isotope appeared to be spread out over a large area
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puzzling. A faint sentinel node was seen high up in the axilla.
At operation, it was difﬁcult to localise the node as the probe
kept giving a high count all along the chest wall. When the counts
remained high even after the dissection reached the chest wall, in
the absence of any detectable lymph nodes, we realised that the
source was inside the chest – either pleura or the liver! Suddenly,
we saw the obvious – the large area of uptake seen on the scintiscan
was not the spill into the previous excision cavity – but the liver!
How could we have missed the obvious shape of liver! It was just
as in Dali’s painting (Fig. 2) the bust of Voltaire springs up when
you see it rather than the two nuns walking through the archway
(or vice versa). With this realisation, it was easy to localise the
sentinel lymph node higher up in the axilla by directing the probe
away from the thorax.
Radio-labelled colloid tracer can reach the liver in high concen-
trations if injected directly into a vein. We normally inject the
radio-labelled colloid intradermally and one would not expect
Fig. 1. Scintiscan for a sentinel node biopsy. The thin arrow points to the faint axillary
node and the thick arrow to the site of injection. The large black area in the hepatic
region is (obviously) the liver.1743-9191/$ – see front matter  2006 Surgical Associates Ltd. Published by Elsevier
doi:10.1016/j.ijsu.2006.05.025encounter a large vein in that layer of skin. The vasodilatation after
previous surgery may have been a contributing factor. In nearly
2000 sentinel node biopsies performed at our institute over ﬁve
years, such a scintiscan has not been seen. We feel it is important
to be aware of this phenomenon to allow its immediate recognition.
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Fig. 2. Salvador Dalı´, The Slave Market with Disappearing Bust of Voltaire (1940) – one
moment we see the bust and the other we see two nuns walking through the doorway.
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